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D HR Jim Martin, Commissioner
Maria Greene, Division Director

Georgia Department of Human Resources
Division of Aging Services e Two Peachtree Street, NW e Suite 9.398 e Atlanta, Georgia 30303-3142 e (404) 657-5258

Dear Friend,

Family caregivers play a significant role in maintaining the health and independence of older persons.
According to a national study conducted by the National Alliance for Caregiving and AARP, more than one in
four U.S. households have been involved in caring for a frail older person in the previous twelve-month period.

Since Georgia has one of the fastest growing elderly population in the United States, the Division of Aging
Services (DAS) has been intensifying its efforts to look at where we should go with programs and services for
older persons and their caregivers.

We also know that there is an abiding interest in caregiving at both the state and federal levels, and we needed
to assure ourselves that our programming addressed the issues and concerns of consumers, not just second-
guessed their needs. We decided that we should not substitute our judgment in pre-supposing the concerns of
various types of caregivers.

We had some resources, but not a great deal. DAS staff began brainstorming, and approached Dr. Kathy Scott,
a consultant to aging programs, about working with us to plan and conduct focus groups around the state so that
we could hear directly from a variety of caregivers.

The Division anticipated that this feedback might not always be as complimentary or positive in nature as we
would like, but we realized that it would be the basis for the improvement of our service system, rather than a
threat to our existence. We were ready to subject ourselves to the same scrutiny as any other partner in the
long-term care community.

Our operating principle has been that the truth may hurt sometimes, but can truly be liberating if individuals,
organizations, and communities are open to taking some risks and are committed to the continuous
improvement of the long term care system. Our goal was, and continues to be, to define issues, so that we can
make informed decisions about where we should commit our resources, both fiscal and human, in program
development.

We sincerely hope that the findings and recommendations in this report will be valuable to our partners in the
aging network, service providers, legislators, and policy makers, as we strive to improve the quality of life for
older Georgians and their caregivers.

Sincerely,

/ﬁ@w N

Maria Greene, Director
Division of Aging Services

Serving Older Georgians and Their Families
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he National Family Caregiver Support Program, signed into law by President Bill

Clinton in January, 2000, is designed to help families sustain their efforts to care
for an older relative who has a chronic iliness or disability. The program, which is
administered by the Division of Aging in partnership with Area Agencies on Ag-
ing, includes providing the following five basic components:

7 Information about resources that will help families in their caregiver
roles;

2 Assistance to families in locating services from a variety of private
and voluntary agencies;

3 Caregiver counseling, training and peer support to help them bet-
ter cope with the emotional and physical stress of dealing with the
disabling effects of a family member’s chronic condition;

/ Respite care provided in a home, an adult day care center, or over
a weekend in a nursing home or a residential setting such as an
assisted living facility; and

S Limited supplemental services to fill a gap that cannot be filled in
any other manner,

The Division of Aging and the Georgia Caregiver Resource Center believe that
the most effective and efficient programs are those that are designed and imple-
mented with direction and perspective from the persons who will utilize the ser-
vices. It is the hope of the Division that the information contained within this re-
port, data obtained from Georgia's caregivers, will reach many different audi-
ences and serve as a guide to those persons legislating, funding, designing, imple-
menting, and experiencing programs related to caregiving of older adults.

If the information appears to suggest an urgent or crisis situation in caregiving,
then the translation to paper has been successful. Caregiving is a public health
issue that demands and deserves attention. This state report is infended to be a
step in that direction.
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he Georgia Caregiver Resource Center (GCRC) was initially funded in 1992

by the Georgia General Assembly, to provide information, services, and fraining
to caregivers throughout the state. A part of the Division of Aging Services, GCRC
funding to the aging network has facilitated the development of new day care
programs and has provided in-home respite, enabling caregivers a break from their
24-hour-a-day caregiving responsibilities.

In conjunction with an Alzheimer’'s Demonstration Grant received from the U. S.
Administration on Aging, GCRC funds have been utilized to conduct Alzheimer’s
education/training events all across Georgia. More than 8,500 family caregivers,
health care professionals, clergy, law enforcement personnel, and the general
public have learned more about Alzheimer’s Disease, coping skills, and available
programs and services. These events were sponsored by 12 Area Agencies on Aging
and the Division of Aging Services.

GCRC, through the caregiver focus groups described in this report, continues to
expand its efforts to assist family and professional caregivers. GCRC's strategic
plan is described later in this report.

The Division of Aging Services (DAS) is one of five Divisions within the Georgia
Department of Human Resources, the state department charged with the respon-
sibility for administering human service programs for the State of Georgia. The Divi-
sion of Aging Services provides state leadership, manages contracts with lead agen-
cies (Area Agencies on Aging), administers federal and state funding, and pro-
vides programmatic direction, regulations/guidelines and confinuously seeks to
improve the effectiveness and efficiency of the services provided to elderly Geor-
gians and their families.

Area Agencies on Aging (AAAs) are designated by DAS to provide local respon-
sibility for the implementation of services. Currently, twelve Area Agencies are iden-
tified by DAS across the state of Georgia by geographical boundaries called Plan-
ning and Service Areas (PSAs). The Area Agencies on Aging are the primary focal
points for aging services within the State. All community-based services for the
elderly are coordinated through these agencies. The Area Agency on Aging is
responsible for the quality of service through its confractual arrangements with ser-
vice providers, and for monitoring their performance. A list of Georgia’s Area Agen-
cies on Aging is located in the References/Appendices section of this report.
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A. Vision Statement

Guiding and sustaining Georgia’'s caregivers.

Mission Statement

In partnership with the state aging network, the Division will provide leadership
to establish a comprehensive array of programs and services for Georgia’s in-
creasing number of older adults and their caregivers.

B. Value Statements

In providing programs and services for Georgia's caregivers, certain values are
basic in all that we do. The values that are an integral part of our work include
the following:

Consumer-Centered Care: We believe that caregivers and care recipients
should be involved in the planning and service delivery to the fullest extent
that they are able to participate.

Quality: We believe that services should be delivered as planned and prom-
ised, in a manner acceptable to the caregivers and the care recipients.

Flexibility: We recognize the need to be open to new ideas and new ways
of delivering services, always keeping in mind that serving caregivers and
care recipients is our ultimate goal.

Dignity: We respect our basic self-worth and that of all people. We are dedi-
cated to preserving the human dignity of all older Georgians.

Empowerment: We believe in the right to self-determination for all our cus-
tomers. We support the right of caregivers to make choices and assume
responsibility for their own decisions.

Accountability: We are good stewards of the trust and resources that have
been placed with us. We base our decisions on data analysis. Our services
produce the desired results that can be measured.

C. Initiatives
The Division proposes four initiatives that will fully implement the Georgia Care-
giver Resource Center. Each initiative is designed to ensure that caregivers are

able to access information and resources in a variety of ways. The components
are to provide leadership in the following areas:

1
2.
3.
4

Research and Strategic Planning
Education and Training
Program and Resource Development

Information Dissemination
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We are all familiar with the adage, the "Graying of America.” But the signifi-
cance in and the impact of this phenomenon often get overlooked or
underestimated. (See Table 1)

Georgia Trend in Population, Ages 65+ *

Table 1
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)y 516,731
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Nationwide, there will be a dramatic in-
crease in persons 65 and older between
2010 and 2030 as the “baby boomers”
become “senior boomers”. Even older
Americans are now living longer, with life
expectancy at 65 outpacing the gains
in life expectancy at birth?°. Currently,
one out of 8 persons over the age of 65
is 84 years old or older. At the crest of
the senior boom, there will be 4 times as
many people 84 years and older as there
are now. Georgia data indicates similar
tfrends, as reflected in Table 1.

While we are living longer, we cannot
necessarily conclude that we are living
healthier. The maijority of older adults
have one or more chronic illnesses. Ac-
cording to Tennstedt¥, approximately
25% of all people aged 65 and over in

Qntreoduction: 0441‘/13 e Ys!!

the U.S. are in need of some form of long-
ferm care. A 1999 report by the Ameri-
can Academy of Actuaries¥ purported
that the numbers of severely disabled
older adults will increase to 90% by the
year 2040...requiring assistance for per-
sonal care (bathing, toileting), domes-
tic care (cleaning, cooking), and skilled
care from paid agencies and institutions.

Discussion surrounding the “Graying of
America” often takes place as if it were
an “us” versus “them” phenomenon. But
for the readers of this report, make no
mistake--we are all doing it and you are
encouraged to read this report from the
perspective of being both a potential
caregiver as well as a potential care re-
cipient. Indeed, Aging Are Us!®®
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A.

Caregiver Facts

( :oregiving is a universal issue. The

majority of us have been involved

in caregiving in some form or another,
either in providing care or receiving
care. If we have not, it is very likely we
will be at some point during our lives.
Nearly one out of every four U.S. house-
holds [22.4 million] provides care to a
friend or relative over the age of 50
years®. According to the AoA, 65% of
non-institutionalized older adults need-
ing assistance depend solely on family
and friends.

Caregiver Context

Coregiving for older adults has al-

ways been a role that families and

friends have assumed, although it may
vary in form, level, intensity, and length.
There are now many contextual factors
that are re-shaping the reality of the
caregiving role and supply. Included in
the many factors are

a)
b)

C.

decreasing birth rates,
decreasing family size,

increasing geographic mobility,
delayed childbearing,

growing rates of divorce and
marital disruption, and

the increasing number of women
in the workforce.

Caregiving Costs

Coregiving to older adults can be an

extraordinarily happy and satisfying

experience. It can be a time of reflec-
tion that benefits both members of the

D

caregiving dyad. However, the costs of
care provided to an older adult can be
high. It can take its toll financially, emo-
tionally, physically, socially, and spiritu-
ally on caregivers. The following serves
to exemplify the seriousness of this issue:

O Approximately 2/3 of working care-
givers report increased conflicts
and challenges between their paid
work and caregiving, leading to the
need to change their work sched-
ules, to work fewer hours, to pass up
promotions, or to take unpaid leave
of absence?®’. Between 9-12% of
caregivers have had to quit their
jobs to provide care, which trans-
lates into loss of direct income and
benefits, increased out of pocket
expenses, decreased social securi-
ty contribution/credit, and loss of
retirement benefits® 0,

O As might be expected, social par-
ticipation decreases dramatically
for caregivers. The lack of time also
includes less interaction with chil-
dren, spouses, and less fime for one-
self 2, all of which can have very
high costs.

O Caregiving can significantly impact
the health of the caregiver. The ad-
dition of responsibilities along with
the uncertainty of caregiving can
place very heavy emotional strain
on the caregiver. Caregivers use
prescriptive medications two to
three times more often for depres-
sion, anxiety, and insomnia than
non-caregivers’'®, Caregivers are



also more likely to develop physical
illnesses because of a weakened
immune system associated with the
caregiver stress.

All of these factors lead to the reality that
the demand for caregiving far out-
weighs the supply of potential caregiv-
ers and will only become more imbal-
anced in the next few decades [see
lllustration 1] 2.

D. Caregiver Challenges

Coregiving in this country is making
itself known through sheer volume.

Individually and collectively, members of
this society will be affected by this phe-
nomenon in a number of ways.

The challenges of caregiving are many.
The primary challenge is to address this
issue before it becomes more of a
crisis...to further understand the needs of
those receiving care, to hear the needs
of those providing care, and to create
a broad-based system to support the
caregiving relationship in the most ap-
propriate setting and in the most cost-
effective manner.

ofxecutive 8am.m.a'c# of eatcglvhg

The demand for caregiving far
outweighs the supply of poten-
tial caregivers and will only be-
come more imbalanced in the
next few decades...The prima-
ry challenge is to address this is-
sue before it becomes more of
a crisis.




Jxecutive Summary of Caregiving
Ashes, Ashes, We All Fall Down...

in 1970: e

21 Potential Caregivers
B AR

In 1990:

11 Potential Caregivers
to support each

In 2030:

6 Potential Caregivers
to support each

—

By 2050:
Only 4 Potential Caregivers
to support each
Person Needing Care...

The Direction of Caregiving for Older Adults

lllustration 1




Gverwiew and oBackg'coun.d of 8 tudy

Focus Group Method

A. Research Approach

phenomenological design was

used fo explore the experiences of
caregivers of older adults in the state of
Georgia. A focus group approach was
the primary data collection method
used to elicit the shared meaning of ev-
eryday experiences from particular sub-
groups.?’ The advantage of the focus
group approach is the synergy created
among the members of each group
which:

7 fosters the production of informa-
tion that is difficult to obtain in indi-
vidual interviews;

2 emphasizes participants’ interac-
fions and points of views;

3 provides opportunities for partici-
pants to validate information shared
by others;

4 clarifies arguments and reveals
diversity in perspective; and

5 facilitates the collection of a
large amount of information in a rel-
afively short fime.

B. Sample and Setting

he population of interest was people

who give care to older adults in the
state of Georgia. Although family mem-
bers provide the maijority of care to old-
er adults, there are also many others that
constitute the larger pool of caregivers
to this population. A decision was made

to recruit persons with varying percep-
tions of the caregiving experience who
would most likely represent all persons
who are providing care to older adults
in this state.

Focus group participants were selected
from six groups in six different locations
in Georgia.

Group 1: Traditional/Non-Professional

This group, from West Central and South-
west Georgia, included family and
friends providing care to one or more
older adult(s) in a rural setting. Consis-
tent with national trends, the majority
were women (75%) and included spous-
es, daughters, and granddaughters. The
male caregivers were spouses of those
receiving care.

Group 2: Non-Traditional/
Non-Professional

This group consisted of diverse commu-
nity members from an inner city, urban
area of the state who were providing
some form of volunteer care or assis-
tance to older adults at various sites.
Again, the group was primarily women
(75%) who assisted in a respite care fa-
cility, made nursing home Vvisits, provid-
ed fransportation to church members,
and other similar activities. Also includ-
ed in this group was a member from a
local church providing care to gay indi-
viduals.

€D
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Group 3: Traditional/Professional

This group of caregivers was from the
Northeast and East Cenftral part of the
state. Participants in this group includ-
ed paid professionals who are tradition-
ally involved in the care of older adults,
such asregistered nurses, social workers,
and senior center directors. There was
one male in the group, a business own-
er.

Group 4: Non-Traditional/Professional

This group of caregivers from rural and
urban Central Georgia were also paid
professionals. While extraordinarily im-
portant to the industry, this group has not
had a lengthy or large presence in the
arena of caregiving for older adults. In-
cluded in this group were professionals
such as eldercare attorneys, discharge

planners, care managers, and hospice
nurses. Five of 8 were female.

Group 5: Traditional/Non-Para

Professional

This group of caregivers was from rural
South Georgia. All of the participants in
this group were female nursing assistants
from home health care who operated
under the regulations of Medicare and/
or Medicaid.

Group 6: Traditional/Non-Para

Professional

This group of caregivers from the metro-
politan area of the state were also nurs-
ing assistants. However, these nursing
assistants were from the home care in-
dustry, operating out of a private pay
industry.
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Focus Group Sample
Demographic Data

Table 2
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C. Focus Group Procedures

tis generally recommended that focus

groups be limited to ten to twelve par-
ticipants to allow for maximum partici-
pation. Following that recommenda-
fion, these steps were taken:

1 Agencies located in the vary-
ing parts of the state with
knowledge of persons who met
the criteria of interest from
each of the six sub-groups were
asked to provide names and
numbers of potential partici-
pants;

2 Recruitment letters were then
sent to potfential participants
explaining the intent to con-
duct focus groups in their area
and requesting their participa-
tion;

3 Each person who agreed to
participate was then con-
tacted by telephone.

Sixty-four of the 72 who were recruited
agreed to participate in the focus
groups. All groups were of the same ap-
proximate size.

The focus group team consisted of a
four-person planning group who first
identified the need to conduct focus
groups as a way to gain a broad under-
standing of the caregiving experience
to older adults. This team included a
manager from the Division of Aging, an
aging consultant who conducted all six
focus groups, and two persons who
served as non-participant observers dur-
ing the group sessions. The team identi-
fied the different caregiver categories,
the areas of the state to conduct the

Ovewview and_Background of Study

focus groups, and the intermediaries in
the varying parts of the state who as-
sisted to identify potential participants,
and also assisted in the final analysis of
the data.

D. Data Analysis

Il focus group discussions were

audiotaped and franscribed ver-
batim, omitting any identifying informa-
tion about participants. After each
session, discussion was held and obser-
vation notes were recorded by the
group moderator and the non-partici-
pant observers to document any non-
verbal data or activities during the
meeting not picked up by the recorder.

Analysis of the data was completed by
the group moderator using a phenom-
enological methodology developed by
Colaizzi and adapted by Scott3. Ver-
batim transcripts from the audiotapes,
observations notes and demographic
data provided the basis for analysis. The
data was inifially analyzed by group.
After each analysis, the interpretation
was sent to the participants to clarify pre-
vious comments and to provide feed-
back on the interpretations of the data.
The data was then analyzed collectively
across groups. Themes were organized
based on common phenomena or ex-
periences across the six caregiver
groups. The essence of the sessions and
the development of themes across all six
groups were reviewed by other team
members and one outside person for
credibility purposes.
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ach focus group was comprised of  mon. Out of the context of “Compas-

different types of caregivers. Themes  sion Fatigue and Frustration,” three
were deducted from each individual major themes emerged for these
group fo reflect their experience. An  caregivers:
analysis was also conducted to deter-
mine the themes that existed through-
out each of the six focus groups and
themes that each group had in com-  3- Ageist Providers

1. Lack of Information
2. Needs Exceed Availability

Compmsian Fatique
e ——— —
Frmotiation

1. Lackof
Information / 2. Neads
Coordination Exoeed

./ Availability

3. Ageist Providers

~~9na/equm‘e/y Fducated
--9naakquafe/j Supﬁort‘ea/
~~9na/equafe/] Monitored

&
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Contextual Perspectives

he overarching theme that provides

the context for the three experiential
themes is what is referred to as “Com-
passion Fatigue and Frustration”3. Con-
text is defined as the conditions or
circumstances which affect something.*
For example, one's context, or value sys-
tem of past experiences, could influence
which woman is seen first in illustration 2
(i.e., the older or the younger woman).
Moreover, one’s context can greatly in-
fluence how s/he perceives, for exam-
ple, the need to place aloved onein a
nursing home.

lllustration 2

&>

While all of the caregiver participants
seemed to enter their caregiving role for
various reasons, a common thread
throughout was that they all seemingly
accepted the role and wanted to do a
good job. This was evidenced, in part,
by the fact that all who were invited to
participate in these groups did actually
participate, and often at considerable
cost and effort to do so. However, de-
spite the motivation and effort of these
caregivers, another common thread
was that they were all quite weary and
frustrated. The statement on the next
page by a granddaughter caregiver
exemplifies this overarching theme.

Contextual Perspectives
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"Well, I had to quit my job to take care of her and just like some of these others, you never
know what she's gonna do or whatever. It's just day by day. Like one morning, I got up, she
got up before I did. I walked into the living room and I smelled gas. And as I got closer to
the kitchen and what she had done, she was going to fix her a cup of coffee and we have a
gas stove. And she turned it on and she didn't notice that the flame didn't catch, and she
turned her back and didn't pay no more attention to the pot and the gas was just building up

and we had to open doors and windows and then one day last week, I was sitting in the living

room and she was in the kitchen, and she was going to fix herself a cup of coffee and she
put the pot on the stove without water in it and the next thing I knew the smoke detector
went of f—scared me half to death. Here I was jumping up trying to find where the fire was
at. And now she's at the point where she don't want to take a bath and I don't have.....it's
hard for me to talk..(starts crying). I was raised you don't talk back to your elders and it's
hard. And my sister she lives here with my mother in Montezuma and my father, they're
divorced and both remarried, my father lives in Florida and I don't have any help. And I

don't know who to turn to ask for help.

"We're tried everything. Like last week we tried to get her in the tub, even my husband
tried to get her in the tub. She picked up a flashlight and she was going to hit us with it. I
went and ran her water and I told her, 'If you don't go ahead and get in your water's going
to get cold.” 'T'm not taking a bath." And there we've been in her house since November and

she hasn't taken a bath yet."

Story told by granddaughter caregiver in February, 2000.
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Frustration seemed to be high because  who “should” assume responsibility for
of underlying beliefs and expectations certain caregiving activities. These be-
regarding caregiving responsibility. With-  liefs regarding caregiving responsibilities
in each of the groups there was finger  served as a constant source of tension
pointing, not necessarily consciously, as ~ among caregiver groups and seemed
to WHO should be doing WHAT, and  to shape the experience of caregiving,
WHEN, but in their estimation was not!  leading to more frustration and fatigue.
There was a great deal of assumption of

“And I'm not sure that the churches are stepping up to the
plate. I've been here a long time and raised in the church, but
I'm not sure if the church is doing what needs to be done.”

“Churches should have more programs, teaching-type pro-
grams about the disease.” (Alzheimer’s Disease)

“And like the other two were talking, everybody leaves you.
Her brothers and sisters, and she had six, never called, came,
never sent a card...Our own children, two churches, and she
taught Sunday School for ten years, nobody!”

“This is the big thing that I see is that the physicians do not
give out enough information to the people...you just don’t see
the information in the doctor’s offices. The doctors are so
rushed...you’re not addressing the whole person... The doctor
needs to have a staff person (to give out information).”

“You need money put into programs so that you don’t have
people going back to the hospital, staying in the hospital be-
cause they can’t get transportation back to the nursing home.
There are so many services that need to be funded to keep
people out of the acute care.”

RN

When the caregiving experience did not conform to
their expectations, it served as a major source of ten-
sion and, at times, anger.




Yet another source of frustration clearly
evident in all groups was that the care-
givers' expectations of the ideal or de-
sire for care was not what was available
[did not exist, was not enough, or not in
their area] or seemingly affordable to

Non-Paid or Family Caregiver:

Nursing
Assistants

Respite
Care

Discharge
Planning

Everyone's caregiving filter was slightly
different, but frustration abounded when
their beliefs and expectations did not
square with reality. It seemed that the
caregiver participants were continually

&
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them or the care recipient. When the
caregiving experience did not con-
form to their expectations, it served as
a major source of tension and, at times,
anger.

“She was finally able to send me a lady once a week for the 4 hours,
which allowed me to go to Columbus and buy groceries and like
you were saying, it is not enough time. By the time I drive to Co-
lumbus and back it is almost 2 hours. So to buy groceries and do
whatever else I have to do business-wise, banking, whatever, it
just ate it up...I never have a minute to call my own.”

“You have to have a new one (nursing assistant) every week, you
got to train them that day and it takes all of your time to get them
into the routine and then the next week they send someone else
and then you’ve got to go through all that again.”

“You can take your patient out there and leave them for $100 a
day. Well, you can’t do a whole lot of that if you're an average
person, like we all are....I think they need to have respite on
weekends and at night. Because it’s hard...I think there should
be some program for 24 hour respite...and we need some funds.”

“I think the hospital and doctors should say we know what you
need when you go home...your bathroom, you can’t get in...we
were not prepared [to go home.]”

looking externally for the cause or the
party responsible for their frustrations; a
phenomenon referred to as the “blam-
ing and shaming” of caregiving *.




Types of
Clients

Caregiving
Politics

Caregiving
Environmen

Number of
Clients
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Paid Caregiver Non/Paraprofessional

“I had a case where this person had a dog. We went in to take care of this
woman. She had a dog that was real old, real ill. My agency has a tenden-
cy to say, “You're going to love this person, they are really nice. You won't
have a problem.” Even though they never met the person before. [This is a
hot issue.] Well, I got there, she was real nice. There was no problem with
her. But the dog was a sick dog. We had to give the dog insulin. We had
to groom the dog. Take the dog out 3 times in my shift, which was a 12-
hour shift, take the dog out 3 times. Well, I happened to mention to one of
the other caregivers that I don’t like taking care of the dog. I don’t. Ijust
don’t. And when I tried to give the dog insulin, the dog growled at me.
And I thought, you do it, to my patient. She got upset to me because I was
scared to do it. And I mentioned it to the other caregiver, I don’t like doing
this, I really don’t like taking care of this dog. She went back and told the
client and I was dismissed. I was glad because, when you go in a place,
they tell you [that] you have this client you are going to care for. They
don’t tell you everything that goes along with caring for that client.”

“I worked for an agency one time that I had to go to an assisted living to
take care of somebody for them and I went at 7:00 in the morning and she
was covered in BM from her head to her feet and she was living in an
assisted living. So I cleaned her and I complained about it and called the
agency.... Then somebody called me, the supervisor called from the agen-
cy. ‘Do you know we have a lot of patients in that assisted living and we
don’t want to make any trouble for them because we don’t want to lose any
patients?””

You go in and find cat feces all over the house. And when the husband is
highly intoxicated, he goes to the bathroom - he may have feces all over the
floor or the commode. It's not my job to clean up behind this person. But
it’s unsanitary to leave it there because then if somebody came in from the
state behind me and they saw - how could she just leave this? Well, it’s not
my job to clean up the husband; you know what I'm saying. So to me that’s
unsanitary to have the animal feces all over the house then the husband is
no better. The house is just filthy. I mean that it just is not sanitary. “

“You're taking care of a lot of clients...you end up taking care of every-
body. You even become the babysitter sometimes.”

It is from the context of “Compassion Fatigue and Frustration” that the three major
experiential themes were derived.
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Thtee cflgjor fipetiential fhemes

1. Lack of Information / Coordination of Resources

he need for more information was evi-

dent in each of the groups, no mat-
ter whether or not they were profession-
als or the length of time they'd been pro-
viding care. At times, it was clearly
articulated that they needed more in-
formation about what services and
products were available, clarity on what
those services provided, and help in lo-
cating the services or products and the
reimbursement source of the services but
that it was very difficult fo get fo. Insome

O

cases, Comﬁmyion Fatique

these indi-

viduals e ———— ..
had por- Frwstiation
fions of in-

formation but not enough to act on.
Most expressed the idea that while in-
formation might be available, it was of-
ten hidden or obscured or so loosely
coordinated that gathering all neces-
sary information was a challenge and
sometimes not worth the effort. For in-
stance:

“You have to be a very aggressive person to dig out all this information.

I didn’t know it was there and they don’t tell you anything, but if you
just keep at it and you find out one thing, then you find something

else.”

“And I've called DFACS that don’t even know what’s available in the

rest of the community. We at least need our own agencies to know what
each other’s doing...we don’t even know that.”

“If we started out around this table, I bet we could come up with 100

services that people in this room [professional care givers] don’t know
about. And it’s access to this information and getting this information

out....the communication is not there. There is so much that needs to be

out there.”

0

&

“We (Home Care Agency) get calls 3, 4, 5 times a week with people
needing something that we don’t do but don’t know where to refer.”

“Alzheimer’s Association puts out a lot of information about the dis-
ease, I'll give them an A+. But they tell me nothing about where I can

receive help. That was my big problem.”

“The doctors don’t even know the resources there.”
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And lastly, the participants identfified that there was much misinformation in the
communities that affected the caregiving experience. For example:

S “Alot of misinformation on the part of adult children who are still,
well they haven’t even discussed this (Power of Attorney) in the first
place. ....There’s a lot of myth of legal issues surrounding old age and
guardianship and powers of attorney.”

O “Alot of myths around Medicaid reimbursement for nursing homes.”

Most expressed the idea that while information
might be available, it was often hidden or ob-
scured or so loosely coordinated that gathering
all necessary information was a challenge and
sometimes not worth the effort.
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2. Needs Exceed Availability

A second major theme from the fo-
cus groups was “Needs Exceed
Availability.” Frustration and even a
sense of impotence were evident in this
theme. The words speak for themselves
as these care providers attempted to
explain the experience when there was
not enough funding or service for
medications, transportation, home care,
geriatricians, nursing assistants, and even
nursing home beds. This theme was
undergirded by the ethical dilemma

Compmyion Fatique

n_———————— —W
had been
educated Frmoliation
and/or

encouraged to carefully assess and
assist the care recipient to access
resources necessary for care...and yetf,
many times they were unable to fully
meet their needs or find the resources
identified as needed. This phenomenon
was partficularly true as it related to
fransportation, medications, and home
care. For example:

whereby the majority of the caregivers

Transportation:
O

[Senior Center Director] “I want to go back to transportation. We don’t
even have a hospital. I spend a good amount of time just arranging for
transportation, people to doctors, to hospitals, to specialists, to imaging
centers. I have 3 churches that have mobility teams, and transportation is a
big issue. It takes a lot of my time trying to organize a volunteer to take
them to Gainesville. It may take a half a day or it may take 6 hours. All for
one person.”

“The Medicaid transportation system is the biggest disaster we’ve had
in years. We're talking about repeatedly we’ve had people have to stay
extra nights in the hospital because their services didn’t pick them up to
take them to the nursing homes.”

Medications:

O  “Everybody falls through the cracks....if you need a meal, we can give you
a meal. If you need transportation, we can give you transportation. But
what if you need someone to give you medication. There’s nobody to do
that. Because if you don’t get your medication, then all of the meals I send

are not going to help you.”

“Getting back to this medication, when patients can’t afford it, they do
without it. You find a lot who do without it because they can’t afford
it...when they don’t take the medication, that causes other problems. That
means they have to be hospitalized...”
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“We had to admit 10 patients to the hospital strictly because they did
not have their medicine to take because they couldn’t buy it; they didn’t
have money to buy it. They did not have Medicaid because they have
too much money. Medicare doesn’t pay for it. By the time they’ve paid
for their living expenses, it was a choice of, ‘Do I buy food or do I buy
medicine?” And they chose food over medicine.”

Itis areal paradox to enter a profession
because you want to help people, then
discover repeatedly that you cannot
due to the lack of resources.

Home Care:

O

“...it’s almost daily somebody comes in with a need and we go out there.
They don’t need it 3 months from now, 4 months from now. We just
went to a funeral last week of somebody in that position. We sent some-
body into the home with no reimbursement to help while we could, but
how much can you do this? We’re too slow to respond.”

“And if they’re slow or they have problems or they get sick while you're
there, they have to go to the bathroom, you clean them up. They have
to go to the bathroom again, well, it takes a lot of time sometimes...and a
lot of people that are in management don’t understand the things...I
mean, I understand the financial aspects of it; you got to be able to live
within the guidelines of the Medicare program. I understand that. But
you know when you’re working with people, things don’t always go
like the guidelines say to go. “Well, you can’t go to the bathroom; I've
got to go.” ”

This phenomenon may help to account for some of the turnover in this industry. Ifis
a real paradox to enter a profession because you want to help people, then dis-
cover repeatedly that you cannot due to the lack of resources.
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3. Ageist Providers

geism is discrimination against

individuals based on age alone. It
lurks around in many different forms
including apathy, complacency, and
ignorance related to older adults.
Ageism was strongly reflected in the
participants’ message related to
caregiving. In each of the six groups,
the conversation took place at one time
or another that the persons providing
care were not adequately trained,
educated, moniftored, or supported
enough to take care of the older
population. This comment was inclusive
of everyone from the family, physicians
providing primary care, registered

Inadequately Educated:

O

Comﬁmﬂ'on Fatique

nurses,

social _——
workers, Frnsliation
and nursing

assistants involved in some aspect of the
older adults’ care in aninstitution, home,
or community. In each and every group
the insinuation was how ageism
compounded the frustration and fatigue
of caregiving. Some of the participants
were hesitant to make a direct
statement and were quite softin the way
they assessed the situation. Others were
not so timid; in fact, they were adamant
and angry!

“...because the internists are not trained, they don’t have much experi-

ence with gerontology and they are stumped and they make very stupid

comments to families.”

“My mother complained that medical people, especially physicians,

treat older people as though they were children. Condescending.”

“With our client and personal care homes we are spending a large por-

tion of our time trying to undo damage that has been done because their
doctors don’t understand the geriatric population. They don’t under-

stand the effects of medications on older people, which are different
than the effects on younger people. They’re not medicating them appro-
priately and we’re having to go behind their backs, up to the nurses,
trying to manipulate them because it is hard to address them directly.
And I think there are a whole lot of doctors out there that need much
more understanding of geriatric medicine.”

SO
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Inadequately Supported:

O

“...supposed to see 6 people a day in 8 hours, you're not supposed to do
any overtime. But some of these people, they’re old, they’re slow, and I
can’t just tell somebody like that hurry up so I can get to my next one so
I can get through and not do overtime. I can’t do that.”

We expect someone making minimum wage to bathe, diaper, feed some-
one that they don’t know and not have any particular close feeling for
and yet we're expecting them to do it lovingly as we would do it.”

“Contract labor pays $6 an hour. And I say you can’t afford to work for
$6 an hour and raise your own transportation, pay your own social
security and your taxes. Isaid, “What planet are
you from?” I mean, common sense tells you, if you

In each of the six groups, the only make $2, you pay 35% tax, then you have the
conversation took place at one use of your car. Anybody who’s worked there for

time or another that the persons a living, they’re going in the hole.”

providing care were not
adequately trained, educated,
monitored, or supported enough to
take care of the older population.

\

Inadequately Monitored:

O

“I think the hardest thing was finding help. Competent help. That
probably caused me more frustration than my husband did. The help
was so bad. Not reliable. So many of them (nursing assistants) had no
training, if they came from an agency. They were not reliable at all,
most of them...or doing what you asked them to do. I had to ask them
not to send several different ones they were so bad. You had to have
them but to find competent ones?”

“I think another thing we’re going to have to realize that the people
need to be high quality people giving the care. We pay very little. As
long as there’s a family member there, they are very attentive, but once
the family member leave, the attention stops. And I think part of that is
simply because these people are not trained.”

“I've had to cancel a doctor’s appointment because they (nursing assis-
tants) did not show up.”



7 leeommendations

he following are recommendations  with due care. These were the com-
that were common to the six groups  ments and suggestions that the focus
of participants. Itis the hope of the Divi-  group participants stated would facili-
sion of Aging that each recommenda-  tate confinued, quality care for older
tion be viewed carefully and considered  adults and their caregivers in this state.

Information

What

Community Resources/Providers - Many of the participants wanted
and needed to know what kind of service providers were available to
assist in caring for the older adult in their own communities and at large.
Often bogged down in the everyday activities of caregiving, they either didn’t
have time to find out or didn’'t know where to begin. Many simply did not
know the questions to ask, or when they did, they felt like they had to go to
too many different places to get the answers.

Community Resources/Products - Participants also wanted information

on products that might assist in the caregiving process. Some had heard
of certain products, like an emergency response system or Velcro clothing,
but didn't really understand what they were, how they could be beneficial
to them, or how to obtain the products.

Low Cost/No Cost Medications - This was a repeated topic in all
groups. Given the number of medications most older adults are taking,
the associated costs, and implications of doing without other needed items
because of the costs, all groups identified the need to get financial assis-
tance with medications.

Emergency Services - There was a thread of concern in each of the

groups as to what would happen to the older person being cared for if
the primary caregiver were unable to provide that care, such as when the
caregiver had to have surgery. Expressed within the groups was the need for
more information on who, if anybody, was available to “step in” until arrange-
ments could be made.

Home Preparation - Most groups expressed the need to have more
information provided to caregivers on what preparation [change in physi-
cal structure, equipment, etc] is needed to care for an older person in the
home safely. Several described situations where an older adult was dis-
charged from the hospital without any preparation and in one instance, the
husband could not even get his wife's wheelchair through the door.

&
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Reimbursement Systems - The need for more informatfion on who pays

for what, when, and how much was evident in each of the groups. Much

confusion sfill exists on the differences between Medicare and Medicaid

and ofher reimbursement systems. The confusion often creates expecta-

tions of what will be provided, only to become a major disappointment and
at times, a setback, when it doesn’t bear out.

Legal Issues - Across the groups there were legal questions that
needed answers ranging from basic questions related to the Living Will o
more complex issues on financial and Power of Attorney issues.

Future Planning - More information was requested by the groups on
issues like the A,B,C’s of planning a funeral and how to avoid getting the
estate tied up in court. Also included were issues related to role loss.

How

Create a 1-800 System of Information - Each of the groups talked
about how scattered information on services and products seemed to
be, adding to the frustration and stress of the caregiving day. A cenfral
source, like a 1-800 number came up in each group...a place where both
family and professional caregivers could call and get the information they
needed without spending hours on the phone tracking people, places, and
products.

Use the Media - Several groups mentioned how each of them uses
different sources to get information on a daily basis, such as the radio,
the television, and/or the newspaper. Hence, they felt it would be a good
way to publicize information on caregiving and community resources and
to reach a larger audience.

Place information in doctors’ offices - While many stated they did not

always get information from their doctor, they did say that they would
read what is available in the office. Since many are making frequent or
regular doctors’ visits, they saw this as a way to get information on a routine
basis.

Place caregivers on boards of organizations - There was a strong

direction from these groups to include actual caregivers on boards re-

lated to older adults and caregiving. This was viewed as a way to get “the
real picture” to those making decisions on their behalf.
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Direct Services

What

Counseling and Advance Planners - There were requests for the direct

services of professionals such as care managers who could provide an
overall evaluation of the older adult and help caregivers sort out exactly
what services were needed and where to obtain them.

Expansion of Respite - The need for caregiver respite was evident in all

groups. In some situations, the request was for extended hours in the
evening and on weekends. For many, respite was not available in their
community in any form, so the request was for any hours of respite.

Expansion of Home Services - Those involved with or receiving home
services, such as personal hygiene care by a paraprofessional, stated
that there was not enough time allotted for each client. The request was
that the fime and the frequency allowed for home visits be extended to ac-
count for the “reality” of the situation.

Expansion of Transportation - Transportation seemed to be an irritant for

almost all participants as it was virtually unavailable to most. As they stated,
you can have all of the resources and providers in the world, but if you can't
get to them, they are useless. There was a strong cry for an increase in trans-
portation venues.

Financial Assistance with Medications - While some participants
wanted information on how to obtain low costs medications, others had
gone that route with little to no results. The recommendation from them was
a program, such as vouchers, to assist in actually paying for the medications.

Emergency Services for Caregivers - Again, there was concern voiced

that there may be a time during an emergency when the primary car-
egiver could not provide the necessary care. These persons wanted to see
communities provide a program where someone could step in temporarily
until other arrangements could be made.

Creation of a 1-800 Information System - Once again, the 1-800 system
came up as a way to address the many concerns voiced throughout the
focus groups.
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How

Streamline Services - The recommendation here was related to the

frustration in having to go to many different agencies/groups for each

individual service needed. Their wish was for a more consolidated approach
in order to decrease fragmentation and the resulting frustration.

More Supervision/Quality Control/Accountability for Services - Most
participants expressed their concern about what they viewed as loosely
controlled/supervised services. If the provider did not deliver what was prom-
ised, they felf like they did not have anyone to turn to for recourse. The rec-
ommendation was to provide more oversight to those providing services in
order to increase accountability and standards.

Creation of Exchange Program - Many of the participants recognized

that it was not possible for “someone else” to provide all of the needed
services. Their recommendation was for caregivers to exchange their tal-
ents and skills with each other. For instance, caregiver #1 might be able to
provide fransportation to the grocery store every week for caregiver #2 if
caregiver #2 would provide a 2-hour respite for caregiver #1 every week.

Providers

What

More training and sensitivity for ALL levels - Repeated concern was
expressed regarding service providers who were ill-prepared to care for
older adults and their caregivers. The recommendation was to have more
training for all levels of providers to provide knowledge about older adults
and to address the attitudes toward older adults. The contention was that
without adequate knowledge and sensitivity to this group, quality or com-
passionate care could not be delivered, only adding to the frustration and
fatigue of their caregivers.

Vouchers/Support for Family Caregivers - Comments were made that
caregivers often lost time at work or had to give up their jobs to provide
care. Moreover, the services available by traditional reimbursement sources,
such as Medicare, were not always the best services for the individual older
adult. The recommendation was made that money be put into vouchers to
be used by families to purchase the services they saw that would best fit their
needs.
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More Support for Nursing Assistants/Home Care Aides - Much discussion

took place in every group regarding the demands on nursing assistants/
home care aides with very little reward [wages, benefits, respect, acknowl-
edgment] and that, in fact, the lack of support may help to account for the
large turnover in this industry. There was a strong consensus that, for the work
they did, they deserved more recognition and reward.

How

Increase pay/benefits/respect for nursing assistant/home care aids -
Over and over there was support that the wages for this group should be
increased significantly along with a benefit package.

More supervision/oversight of home care staff - While it was strongly

recommended that the support for home care staff should be increased,
an equally strong message came through that there should be more over-
sight for these individuals. Having someone monitor their hours and the qual-
ity of their care was noted as something rarely withessed but desperately
needed.

Decrease administrative costs of programs - The concern here was that
too much of available funds were spent on administration rather than the
programs themselves.

Screen potential home clients more efficiently - Numerous times it was

mentioned that home care agencies would accept clients without screen-
ing them properly. As aresult, the home care staff felt like they would go into
situations that they were inadequately informed about or prepared for. The
recommendation was to gather more information about the situation be-
fore hiring someone for that job in order to avoid potential disagreements or
points of tension.

Provide incentives and recognition for nursing assistants/home care
aids - This recommendation is along the line of more support for nursing
assistants. However, this area included more than an increase in wages or
benefits. The recommendation was to look at ways to increase the self-worth
and self-image of the nursing assistant such as “Nursing Assistant of the Year”
award.

Include nursing assistants/home care aids in care planning - Since

nursing assistants spend the majority of the time with the client, the rec-
ommendation was that they provide their input by being included in the
care planning meetings at their agencies.

G
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- Examples were

provided throughout the focus groups of how health care providers could

be insensitive or seemingly uncaring toward older adults. While it was ac-

tively debated whether compassion could be taught, it was strongly recom-

mended that such a course be developed and offered to all levels of health
care providers.

- The recommendation for this course was also

meant for all providers to incorporate clarity, compassion, and respect

into their daily communication. How each could beftter communicate with

their older clients [including those with dementia] and their families, how

health care providers could better communicate among their peers, and

how professionals could improve their skills in communicating with other team
members, like the paraprofessionals.

- Most participants felt like they did not have enough infor-
mation regarding the legal issues encountered in caregiving and would
like to have more courses offered in this area.

- Many participants, including the nursing

assistants, felt like they needed more class work and practice/clinical in

this area. There was a special need for this in areas where the older adult
had dementia and may resist personal hygiene.

- The question insinuated by many participants

was, “What constitutes normal aging?” Not having the answer left many

in uncertain situations of knowing the correct action to take during caregiv-
ing. The request was more classes on normal aging changes and challenges.

- Repeated concerns about the attitude and freatment of

older adults by health care providers, particularly their physicians, led to

this recommendation. Class work on examining our own values and biases

about the older population was suggested as a way to make people more

aware of their actions and the associated consequences to them, the older
adult, and the caregiver.

- Much discussion took place on

the special challenges for everyone involved in the care of someone with

Alzheimer'’s Disease and other dementias. Requests were made to keep

workshops, seminars, and classes offered in the community for all to partici-
pate.
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- Each group of caregivers discussed the

notion that “other groups” [i.e. other caregivers, legislators] did not quite

understand the caregiving responsibilities, tasks, and toll of what they did.

Although never directly stated per se, the inference was that they would like

a forum to relay that information in order to come to a better understanding
and perhaps change in perspective of each other.

- Related to wanting written information and a

1-800 number to learn more about community resources was the sugges-

fion that seminars be held to make people more aware of what is available
to older adults and their caregivers.

- Despite the

number of hours nursing assistants spent in training, participants did not

feellike it was enough. Even many of the nursing assistants in the focus groups

felt ill-prepared for the care they were charged with and wanted more clini-
cal hours or “hands on” before being assigned a client.

- Many of the
professionals in the focus groups requested more advanced seminars on
gerontological issues including dementia care, falls, and medications.







Fovgin Quongivens Reseunce Conter

Bteategic gf lan

n partnership with the state aging net-

work, the Georgia Caregiver Resource
Center (GCRC) will provide leadership
to establish a comprehensive array of
programs and services for Georgia’s
increasing number of older adults and
their caregivers.

To fully implement the work of the GCRC,
four inifiatives have been established.
Short-term plans for the GCRC are de-
scribed under each of the initiatives.

1. Research and Strategic Planning

dditional caregiver focus groups are
lanned to add to the data pro-
vided in this report. These groups will be
held in various parts of the state, and will
target ombudsmen and nursing assis-
tants working in assisted living, among
other groups.

On behalf of the aging network, the
GCRC will also seek additional funding
for caregiver programs and services, in-
cluding funds for demonstration grants.

2. Education and Training

he findings and recommendations

from the caregiver focus groups were
utilized by the Division in selecting top-
ics for caregiver education and training.
With input from the Area Agency on
Aging (AAA) network, a format of one-
day education/training forums was se-
lected. Three forums will be held in vari-
ous parts of the state each year, and re-
spite will be provided, enabling family
caregivers to attend.

The GCRC works collaboratively with
other organizations, such as the Rosalynn
Carter Institute (RCI), in promoting RCI'’s
programs and services for family and
professional caregivers, and with the
Georgia Gerontology Society's Annual
Conference by coordinating workshop
tracks and plenary sessions on caregiv-
ing issues. GCRC will also work with the
newly formed Georgia Alliance for Staff-
ing Solutions, which will be addressing
the problem of long term care staffing
on a number of fronts.

3. Program and Resource
Development

he GCRC will be establishing an Ad-

visory Committee to assist in carrying
out its mission statement. A list of care-
giver websites has been developed,
which has been disseminated to the
AAA network and will be more widely
circulated in the future. Plans are under-
way to expand the Division's webpage
toinclude alinkage to state and nationall
caregiving resources.

4. Information Dissemination

he GCRC will identify groups of care-

givers and their particular needs and
interests, developing and/or obtaining
targeted information, products, and
services for these groups. Groups will
include but not be limited to grand-
parents caring for grandchildren as well
as caregivers of persons with chronic or
degenerative diseases, such as
Alzheimer’s Disease.
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7.)
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10.)

11.)
12.)
13.)
14.)

15.)

16.)

17.)

fategivet dfocus g'cou.lo
8am,ole Questions

Please describe your caregiving experiences.
What has this experience meant to you?
How is it that you came to be in this role as a caregiver to an older adult?

Describe the aspects of the caregiving experience that have been the
most surprising to you.

Describe the aspects of the caregiving experience, if any, that have been
the most satisfactory to you.

What specifically made these aspects satisfactory to you?

Describe the aspects of the caregiving experience, if any, that have been
the most challenging or difficult for you.

What specifically made these aspects challenging or difficulte
What would assist to diminish or reduce the difficulty?2

Describe those things [products, services, people, education sources], if
any, that have been the most useful to you in your caregiving experi-
ences.

How did you hear about these thingse
The most helpful way for you to learn about these things is whate
What would you have done without these thingse

What other things might have been useful to you in implementing your
rolee

If you had a crystal ball and you could have known that you would be
involved in this caregiving experience years ago, what would you have
done differently for yourself or those you are working with, if anything?

What areas, if any, do you see related to caregiving that need to be
addressed by health care providers?

If you were in charge of caregiving for the state, what sort of programs
would you put into place immediately? In five years2 Down the road?

Appendix A: Caregiver Focus Group Sample Questions
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Caregiving Untecnat gRgsources

Georgia Caregiver Resource Center,
A Part of the Georgia Division of Aging Services

Organixation Address & Phone Web Address
Administration on Aging (AcA) | 330 ndapandance Ave., SW | wiww 000 gov
Washington, DT 20801
Eldercare Locotor
1-BO0-477-1114
Aos nformation Cenbar:
0T-E19-7501
Fad: 202-260-1012
Albhelmers Association 17 Morth Michigan Avenue | www.oiz.org
Suite 1100
Chicogo, Enois 60411-1674
Phone: B00-272-3900
F12-335-B100
FaX: 31 2-335-1110
Alzheimer s.com www airheimers.com
Amernican Associalion of 7910 Woadmont Avanus WAL QG PORA.OT
Genafmc Psychiohny Bethesda, MD 208143004
Phone: -301-854-7850
Fa A01-454-4137
Amancon Association of 2519 Conneciicul Ave., NW | www oahscong
Homes & Services for the Aging | washington, DC 20008
1520
Phomne: 202-783-2242
Fal):  2-FRI-IIH5
Amerdcon Association of &1 E Sireed, NW WL OGNS
Refired Persons (AARP] Woshington, DC 20049
1-B00-424-3410
hmem Hegith Asslsfance 15825 Shady Grove Rood wiwnw, anof.ong
Foundation culke 140
Rockviie, MD 20850
Phone: 3071-748-3244
FAX:  307-258-9454
Toll Fress: 1-800-437-2423
Armarcon Heolth Core 1207 L Strent, NW e O L0
Association Washington, DC 20005
Phome: 22-542-4444
202-842-3840
Caregiver Survivor Resource WL COTBgVer.com

Appendix B: Caregliving Internel Resources
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Categiving Untecnet gRpsources

Organization Address & Phone Web Address
Caregiver Zone whww caregiveong com
Caregivens-AgeNet Edercare | 17 Applegate Ct. Wiy caragivers. com/findex. asp
Metwork Modison, Wi 53713

Phone: 408-2546-0488

Caregiver-Today's Caregiver | 6365 Talt Sheel, Suite 3006 | www.caregiver.com
Magazine Hollywaod, FL 33024
Phone: 954-893-0550
FAX: 954-893-1779

Caregiving Newsletter Tad Pubishing Compary
P.O. Box 224

Pork Ridge, Binois 40048
Phone: 847-823-043F

Caraguide, nc. 210 N, University Dr, Suite 700
Corgl Springs, FL 33071
Phone: ?54-794-3727

Careicout 35 Washington Street, Wiww. Carsscout. com
Suita 250
wellesiay Hills, MA 02481
Phone: 781-431-7033
7B1-431-7034
Carathare 835 Clyde Avenuea wwiw carethers com
Mountaln View, CA 74043
Phone: 1-888-234-3941

Eldercare Eldercare Online

Richard O'Bovie

54 Armuxen Court

s, WY 11751

**~o phone numbars given

Eiderweb 1308 Chadwick Drive
Warmal, linois 41741
Pharne: 309-451-3319
FAX: B44-422-8995

Empowering Coregivess

Family Caregiver Alicgnce &90 Market Sireet, Suite 800 | wwiw.caregiver.org
Son Francisco, TA 74104
Phone:  415-434-3388
FAX: 415-434-3508

Appendix B: Careglving Internet Resources
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Organization

Categiving Untecnat (Resoutces

Address & Phone

Web Address

Gatoora

700 Munmcnsk 5t.

Suite 4, Buliding 590

Cadand, CA 74607

Phone: 510-784-4700

FAX:  510-985-6707

Toll Free: 1-888-438-2273
{1-888-Get Carej

fra i el dwte - Rale il

335 Old Guarry Road, N
Larkspur, CA 74939
Phone: 41544840571
FAX: 4154840105

wiww. oé0.com/caregiving/hitm

Health A fo 2

Cedar Brook Corporafion
Park

3 Cadorbrock Drive
Cranbury, NJ 08512
Phone: &09-409-85200
FAX:  &09-409-8130

Healthy Caregiver

The Healihy Caregiver
Magazine

12 West Wiow Grove Ave.
PAB 190

Philcdelphia, PA 19118-3952
FPhone: 215-753-1780

www, hedlthvearegiver.corm

Innovative Coregiving
Resourcas

P.C. Box T FBOY

Solf Lake Cify, Utah 84117
0807

Phone: BO1-272-9804
Toll-Free: B00-247-5600
FaX: BO-2FA9805

Wiedscout

4474 Commercial 58, 5E
Suite 135

Salem, Oregon $7302-1902
Phone: S503-749-4565

FAX:  503-769-9&74

Mational Family Caregivers
Association (MFCA)

10400 Connecticut Avenue,
#500

Kensington, MD 208953944
Fhone: [-800-8%4-3450
Fa: 301-942-2302
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Organization

Address & Phone

Caeegiving Untecnat (Resources

Web Address

National Instifute on Aging

Building 31, Room S5C27

31 Cenfer Driva, MEC 2292
Bethesda, MD 20892
Phone: 3D1-496-1752

wwwL nih.govnia

Resources for Aging - The
Caregiver Sourcabook

Rosakyrin Corter Institute for

Human Developrment

1245 Efe Avenus
Morth Tonowando, NY
147120

Phona: F1&-493-3554

FAX:  714-493-5099

Crder Dask: 1-888-243-4535

| [1-888-Age Info] |

Georgia Southwestem Sfofe
e

800 Wheatiey Straet

Armanicus, GA 1709
FPhone: Z39-728-1234
FAX:  299-92R-24643

South Georgia Care-MNet

www.ogeinfo.com

102 W, Moore Sfreet
Valdosta, Ga
Phone: 229-201-4145

Third Age

Third Age Media

585 Howard 5., First Floor
Son Francisco, CA 94105
3001

Transitions, ne.

1121 Dougias Avanue Soulh
Minneapolls, MM 55403
Phone: &12-998-5077

wiwiw Gsictransifions com

Appendix B: Careglving Internel Resources
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eaa Agencies on

Aging | Jfead Pgencies

PLANNING & SERVICE AREA AREA AGENCY ON AGING DIRECTOR
NAME OF AGENCY
ADDRESS AND PHONE NUMBER
Cheryll Schramm, AAA Direclor
Aftanta Reglonal Commission | ot o lonai Commission
40 Courtiand Streef. N.E
Cherokee Fayette Afiarta, GA 30303
Clayton Futton
Cobb Gwinnett Tei: 404/ 4533100
DeXalb Henry FAX: 404 / 4633264
Dougias Rockdale Aging Conneciion: 404 / 43-3333
Tofl Frea: B00-674-2433
Jeanatte Cummings. AAA Director
Central Savannah River | .\ 4 sovonnah River RDC
Burke McDuffie 3073 Riverwatch Parkway, Suite A
Columbig Richmaond Augusta, GA S0707-2014
Glascock Screven P.0. Box 2800
Hancock Tasatera Augusta, GA 30914-2800
Jeflerson Wamen
Jenking Woshington Ted: 704 f 210-2018
Lincoin Wilkes EAX: 704 f 210-2024
Tol Free: 1-888-922-4484
sastal Georg Bieanor Heims, AAA Director
¢ la Coashal Georgia RDC
n n P.O, Box 1917
mhm Gth:’tr Brunswick, GA 31521-1917
Chatham Leng
Efingham Mclnfosh Ted 912 / 264-7363 Ext. 228

information Link #; 1-800-580-4860
FAX: 912 f 262:2313

Physical Address:
127 F Street, 31520

Appendix C: Area Agencles on Aging / Lead Agencles
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dteea fgencies on figing [ fead Agencies

PLANNING B SERVICE AREA

AREA AGENCY ON AGING DIreCTOR
MNAME OF AGENCY
ADDRESS AND PHONE NUMBER

Coosa Valley / Northwest

Dabbie Studdard. AAA Diractor
Area Agency on Aging of Morihwest Georgio

G.m PO, Box 1743
Rome, A J0TEZ-1T92
Tak 706 f 29556485
Bartow Horalson . B02-5508
Cotoosa Murray Paulding m .fh' Sarvicas:
Pickens g
Chaticoga b 1-800-759-2963 or 706 / BO2-5504
Fannin Wocar
Glmer ¥ Jexchzom HE Drive, J0T41
Gordon
Georgla Mounlalns Pat Viles Freeman, AAA Director
Legocy Link, Inc.
Bonks Lurmpkin F":" Boa 2534
Dowsen Rabun Goinesvile, GA 30503-2534
Fomth Shophene Tel: 770 / 538-2650
Habersham Union FAX: 770/ 538-2660
Hart Physicol Address:
a08 Oak 5, Suite 1, 30301
o Thompson, ASA, Direcior
Heart of Georgia Alamaha | Heart of Georgia Atamaha RDC
P.Q, Drorwer 1260
ADPEg Montgamery | Bosley, GA 31515
Bleckiey Tatrel
Evans Woyne Wheelar
el Davis Wicox ”‘5‘?: E:'Id'*'ﬂ 1
Johnson Parker Sireet,
Laurans Appling Coundy

Appendix C: Area Agencles on Aging / Lead Agencles
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geea gfigencies on flging / fead figencies

PLANMING & SERVICE AREA AREA AGENCY ON AGING DIRECTOR
NAME OF AGENCY
ADDRESS AND PHONE NUMBER
Middle Georgia Arny Tribble, AAA Director
Middle Georgiac RDC
175-C Ernery Highway
soldwin iy """“m:’_‘“'rmm Macon, GA 31217
mf Wilkinson Tel: 478/ 751-6466
Jones FAX: 478 f FRI-46517
Mombe Toll Free: 888 / 548-1456
Northeast Georgla Peqoy Janidns, AAA Director
Mortheast Georgia RDC
Bamow Madison 305 Research Drive
Elbeart Mewton
Gregne Iockson | Oconaeg -II;:I. %ﬂw
Jas Cglethorpe : -5752
per Walon Toll Free: 800 / 474-7540

Southeast Georgla / South
Georgia
Atkinson Echois
Bacaon Ben Hill
Bemean [Py
Brantay Lonier
Brooks Lorwndes
Chariton Fiarce
Cinch Tift
Coiffes Turmer
Cook Ware

southeast Georgla RDC
3395 Hands Road
Waycross, GA 31503-8958

Ted; 912/ 285-6097
FAX: 912 / 285-6126
Toll Free: 1-888-732-4464

Appendix C: Area Agencies on Aging / Lead Agencles
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dfteea fgencies on ofiging [ fead figencies

PLANNING & SERVICE AREA

AREA AGENCY ON AGING DIRECTOR
NAME OF AGENCY
ADDRESS AND PHONE NUMBER

Southern Crescent Bobby Buchanan, AAA Direcior
(Formerly Chattahoochee- Southemn Crescent AAA
Intosh F.O. Box 1600
Flinl/Me fraf Frankn, G 3021 7-1800
Butis Merweather
Comol Pile Tel: 706 [ &75-6721
Coweta 5 i 770 f B54-6024)
Hoor Uoaon 0 O | FAX: 704/ 6750448
Lesrricar Toll Free: 1-866-B54-5652
Physical Addness:
13273 GA Hwy, 34 Eost
Souvthwest Georgla Kay Hind, AAA Direcior
Southwest Geargia COA
- 1 308 Fnt Avenue
oo r::ﬁ Albomy Ga 31701-2508
Colguitt Ml
Becatur Seminole Temell | Ty, 228 | o2 1124
Dougherty Thamas Tol Free: 800 / 262-6612
Eariy Worth ’
Grody
West Ceniral Georgla Jewel Fuller-Demars, AAA Direchor
West Cenlral Geongio AAA
{Formarty Lawq::’:hnnﬁhnf | 498 A -
PO, Box 1908
Chattahoochee | Guitmean Columbus, GA 31902-1908
Cloy Eondolph
Crisp Schiay Tel T0& 7 2362710
Docley Sterwert FAX: 706 | 256-2908
Harrs Sumter Tod Frea: 1-B00-249-74568
Macon Taibot
Marion Toior
MusCoges Webthar
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